Studies have established a link between contextual factors, such as neighborhood and community environments, and psychopathology. Although these factors have been shown to affect the expression of symptoms of depression and other disorders, little evidence exists of a link between contextual factors and posttraumatic stress disorder (PTSD). The current study tested the relationships among perceived neighborhood disorder (a measure of self-reported perceptions of the physical environment), community cohesion (a measure of perceived social ties), and self-reported PTSD symptoms while controlling for previous trauma exposure in a low-income, urban, African American population. Regression analyses indicated that both neighborhood disorder and community cohesion are related to PTSD symptoms after controlling for trauma exposure. Community cohesion, however, was found to be a partial mediator of the relationship between neighborhood disorder and PTSD symptoms.
T he majority of studies assessing the impact of trauma exposure focuses only on factors at the individual level of analysis (Sampson & Lauritsen, 1994; Sampson, Morenoff, & Gannon-Rowley, 2002) , despite increasing recognition of the importance of macro-level factors for understanding risk and resilience (Bronfenbrenner, 1979; Coulton & Korbin, 2007; Jones & Duncan, 1995; Sampson & Groves, 1989 ). Specifically, individual-level outcomes are not only dependent on individual factors, but also on larger contexts, such as the social and community environment. A growing body of research has examined the relationship between social context and mental health (Aneshensel & Sucoff, 1996; Browning & Cagney, 2003; Galea et al., 2006; Linares, 2004; Overstreet & Braun, 2000; Ross & Jang, 2000; Sampson & Lauritsen, 1994; Silver, Mulvey, & Swanson, 2002; Weich et al., 2002) . However, research that specifically addresses the impact of social context on PTSD symptoms is lacking.
Neighborhood and Community Characteristics
Characteristics of neighborhoods and communities in which people reside have been shown to be important contextual-level variables for physical and mental health. Researchers in public health, sociology, and psychology have identified important neighborhood and community characteristics, in addition to emphasizing the need to distinguish between objective characteristics of a neighborhood (e.g., crime rates, population density, etc.) and perceived characteristics of a neighborhood by individuals living in it, e.g., level of safety vs. dangerousness (Jones & Duncan, 1995; Sampson & Groves, 1989) . constructed a measure of perceived neighborhood disorder based on respondents' endorsement of statements such as ''Vandalism is common in my neighborhood'' and ''My neighborhood is safe,'' which they compared to an objective measure of neighborhood characteristics based on census tract data. They argue that economic and neighborhood disadvantage (objective measure) and perceived neighborhood disorder (subjective measure) are different but related constructs. Measures of neighborhood disadvantage are constructed by quantifying ''objective'' factors such as the percentage of poverty, deviance, crime, vandalism, and drug use. In contrast, perceived neighborhood disorder refers to, '' . . . visible cues indicating a lack of order and social control in the community'' (Ross & Mirowsky, 1999, p. 413) . This definition relates specifically to signs of order and control as perceived by neighborhood residents. Using these two measures, Ross and Mirowsky (1999) found that perceived neighborhood disorder mediated the relationship between neighborhood disadvantage and physical health. Thus, individuals' perception of the context in which they live may be more important than the actual characteristics of the environment.
In addition to objective and perceived characteristics of the physical aspects of neighborhoods, the experience of community within these neighborhoods may affect both physical and mental well-being. The concept of community cohesion refers to the ways that members of a community relate to and provide support for one another (Cutrona, Russell, Hessling, Brown, & Murray, 2000; Obasaju, Palin, Jacobs, Anderson, & Kaslow, 2009; Sampson, Raudenbush, & Earls, 1997) . Because these interactions can increase access to resources (Mancini, Martin, & Bowen, 2005) , the concept of community cohesion is similar to both the concept of social support, which generally refers to a more focal set of relationships (e.g. an individual's friends and family), and the concept of social capital, which refers to the broader concept of access to resources (e.g., financial resources, emotional resources, etc.) via social connections. A number of studies have found that social capital (Fitzpatrick, Piko, Wright, & LaGory, 2005) and social support significantly impact mental and physical health (see Uchino, Cacioppo, & Kiecolt-Glaser, 1996 , for a review of social support and physical health).
Neighborhood Disorder and Mental Health
Neighborhood characteristics also appear to be related to levels of mental health problems. This is not a new observation: Almost 70 years ago, Faris and Dunham (1939) examined over 30,000 psychiatric hospital admissions records and found high rates of schizophrenia and substance use in the ''deteriorated'' regions around the urban center of Chicago. Decades later, Ross, Reynolds, and Geis (2000) argued that still little is known about the connections among neighborhood stability, poverty, and psychological well-being. It is surprising, then, that more research has not examined the contextual factors contributing to different mental disorders.
Despite the continuing lag in research, several studies have examined the link between neighborhood factors and incidence of depression. Using the same data that showed perceived neighborhood disorder mediated physical health, Ross (2000) found a link between depressed mood and perceived neighborhood disorder. Specifically, Ross found that while objective neighborhood disadvantage factors (poverty and mother-only households) predicted depression, perceived neighborhood disorder accounted for a significant portion of the relationship.
A prospective study of very low socioeconomic status individuals in inner city Baltimore (Latkin & Curry, 2003) found a strong association between perceived neighborhood characteristics and subsequent depression. There were also very high rates of substance dependence, with about 47% having injected illicit drugs in the past 6 months. Even so, there was a robust relationship between perceived disorder and later depression after controlling for depression at baseline.
Perceived Neighborhood Disorder, Community
Cohesion, and PTSD Although previous studies have established a link between neighborhood disadvantage, perceived neighborhood disorder, and psychopathology, the results thus far have been limited to depression, substance use, and, to a lesser extent, schizophrenia (Silver et al., 2002) . No studies to date have explicitly examined the relationship between perceived neighborhood disorder and the incidence of PTSD. This is an important gap in knowledge given the growing number of studies (e.g., Binder et al., 2008; Breslau, Peterson, Poisson, Schultz, & Lucia, 2004; Schwartz, Bradley, Sexton, Sherry, & Ressler, 2005; Switzer et al., 1999) indicating that low-income populations living in urban environments are at especially high risk for both exposure to traumatic events and PTSD. For example, a recent study of 617 primary care patients (96% of whom were African American) found a 65% rate of lifetime trauma exposure and a 33% rate of PTSD (Alim et al., 2006 ).
An emerging literature on the assessment of neighborhood effects shows promise for contributing to our understanding of PTSD in urban environments. Galea et al. (2006) argued that ''at the population level, the contribution of social context to PTSD phenotypic expression may far outweigh the contribution of any given molecular or genotypic determinants'' (p. 234). It is firmly established that there are social inequalities in terms of socioeconomic and racial segregation among neighborhoods and that social problems, such as severity of crime, social and physical disorder, and child maltreatment, often correlate with neighborhood disadvantage (Sampson et al., 2002) .
One explanation for higher PTSD symptomology in disadvantaged neighborhoods is that mistrust is amplified in those neighborhoods. Ross, Mirowsky, and Pribesh (2001) found that mistrust develops in neighborhoods where individuals perceive threat and feel powerless against it. Moreover, PTSD is characterized by hypervigilance, avoidance, and social withdrawal, which may enhance the fear and mistrust engendered from living in a disadvantaged neighborhood. Ross and Jang (2000) found that informal social ties, a contributing factor in community cohesion, served to reduce fear and mistrust resulting from living in a neighborhood with high perceived disorder, but that participation in formal organizations did not have the same effect. These informal ties are the ones most likely to be interrupted or absent in individuals with PTSD, and therefore perceived neighborhood disorder and lack of community cohesion are likely to exacerbate the fear already present in persons exhibiting symptoms of PTSD. Linares (2004) looked at the impact of social connection and multiple victimization on health outcomes in women living in high crime neighborhoods and found that low social connection was related to poorer health outcomes in general. Specifically, Linares found that having more friends was modestly correlated with having fewer PTSD symptoms. Thus, community cohesion may buffer individuals from the negative effects of neighborhood disadvantage.
In a recent study, Obasaju et al. (2009) found that perceived neighborhood disorder and community cohesion moderate the relationship between childhood emotional abuse and the likelihood of being physically abused as an adult. In addition, the likelihood of being physically abused as an adult was negatively correlated with community cohesion and positively correlated with perceived neighborhood disorder. This study did not take into account an individual's PTSD symptoms. Thus, it remains unclear whether PTSD symptoms are associated with perceived neighborhood disorder and community cohesion.
Trauma Exposure and Race
The current study employs a sample from a predominantly low-income, African American population. PTSD is an under recognized phenomenon in low-income, civilian populations. Although the national estimated lifetime rate of PTSD is approximately 7.8% (Kessler, Sonnega, Bromet, Hughes, & Nelson, 1995) , a study of low-income, predominantly African American patients found a current rate of PTSD of 43% (Schwartz et al., 2005) . Additionally, while Kessler et al. (1995) reported a lifetime trauma exposure rate estimate between 50% and 60% for a national sample, Schwartz et al. (2005) found an 83% rate of lifetime trauma exposure. Finally, individuals with lower socioeconomic status are more likely to experience traumatic events (Alim et al., 2006; Vogel & Marshall, 2001) , and African Americans are more likely to be of lower socioeconomic status (Williams, 1999) . For these reasons, it is particularly important from a public health perspective to examine the relationships among perceived neighborhood disorder, community cohesion, and PTSD in a highly traumatized, low-income, predominately African American population.
The Current Study
Given the strong emerging evidence that contextual factors are associated with psychiatric illnesses, it is important to look at whether perceived neighborhood disorder and community cohesion are related to PTSD symptomology. Though previous research has demonstrated the impact of both neighborhood disorder and community cohesion, only one study has addressed the relation of community cohesion and PTSD, albeit indirectly (Linares, 2004) . The current study will examine the relation of community cohesion and perceived neighborhood disorder to PTSD symptoms. It is possible that living in more disordered neighborhoods is related to PTSD symptoms because individuals in these neighborhoods are more likely to experience traumatic stressors such as interpersonal violence (Vogel & Marshall, 2001) . We predict that increased reporting of exposure to traumatic events will be associated with increased reporting of PTSD symptoms. If this is the case, we will control for trauma exposure by including both childhood and adult trauma exposure as a covariate. After controlling for trauma exposure, we predict that perceived neighborhood and community disorder will be related to PTSD symptoms such that higher perceived neighborhood disorder and lower community cohesion will predict higher levels of PTSD symptoms. Finally, we hypothesize that community cohesion will mediate the relationship between neighborhood disorder and PTSD symptoms such that higher levels of community cohesion will buffer the effects of neighborhood disorder.
Method Demographics
The sample consisted of 615 individuals (272 males and 343 females) aged 18 to 81 years (Mdn = 43). The sample is almost exclusively African American (95%), followed by White (2.9%), mixed and other (0.8% each), Hispanic or Latino (0.3%), and Asian (0.2%).
Procedure
Participants were recruited from the General Medical and Obstetric ⁄ Gynecological Clinics at a publicly funded, notfor-profit healthcare system that serves the low-income population in Atlanta, Georgia. The clinic population data were primarily collected as part of the Grady Trauma Project, a 5-year National Institutes of Health-funded study of risk and resilience factors related to PTSD. Data were collected over approximately 1 year as part of the ongoing study.
Interviewers approached individuals waiting for appointments and asked if they would like to participate in a study. Of those approached, approximately 58% agreed to participate. No information was gathered on individuals who declined to participate. It is possible that individuals who declined to participate differed from individuals who agreed, but we are unable to address this question with the current data. Participants were read a consent form and gave verbal and written consent. Participants were then read each question by a trained interviewer who recorded responses on a tablet computer. If called for the appointment before the interview was finished, participants received the full payment of $15, and a follow-up interview was scheduled to coincide with the participant's next appointment. Some participants did not complete the measures during the initial meeting and were not available or willing to meet at a later time. Individuals who did not complete the measures are not included in these analyses, and further information was not recorded.
Participants completed a battery of self-report measures which took 45-75 min to complete (dependent in large part on the extent of the participant's trauma history and symptoms). All measures were obtained by verbal interview. Eligibility requirements for all phases of the study included the ability to give informed consent, and the Institutional Review Boards of Emory University School of Medicine and Grady Memorial Hospital approved all procedures used in the study.
Measures
Demographics Form. The Demographics Form is locally developed and assesses subject age, self-identified ethnicity, relationship status, education, income, and employment status.
Modified PTSD Symptom Scale. (MPSS; Falsetti, Resnick, Resick, & Kilpatrick, 1993) . The MPSS is a 17-item self-report scale assessing PTSD symptomatology over the prior 2 weeks with a range from 0 to 51 for frequency ratings (Coffey, Dansky, Falsetti, Saladin, & Brady, 1998; Foa & Tolin, 2000; Foa, Riggs, Dancu, & Rothbaum, 1993) . The MPSS is psychometrically reliable within a 1-month test-retest reliability of r(93)=.80 (Foa, Riggs, Dancu, & Rothbaum, 1993) . Frequency items are each rated on a 4-point scale ranging from 0 (not at all) to 3 (5 or more times per week). Consistent with prior literature, we combined these scales to create a continuous measure of overall level of PTSD symptoms (Binder et al., 2008; Schwartz et al., 2005 Schwartz et al., , 2006 ). Cronbach's alpha for the current sample is .92. Schwartz et al., 2005 Schwartz et al., , 2006 . The TEI is a 14-item screening instrument for lifetime history of traumatic events. For each traumatic event, the TEI assesses experiencing and witnessing separately, and it also assesses confrontation of traumatic events where appropriate. For the purposes of this study, we only considered traumatic events other than childhood physical or sexual abuse. We scored this instrument by summing the total number of types of traumatic experiences reported by the participants. Although this measure of trauma exposure is not ideal because it does not take into account when the trauma occurred, the frequency of each type of trauma, or the severity of trauma, previous work with this population has indicated that it is an effective estimate of overall trauma exposure (Binder et al., 2008; Davis, Ressler, Schwartz, Stephens, & Bradley, 2008; Schwartz et al., 2006) . Likewise, adult trauma exposure in this sample was significantly correlated with PTSD symptoms as measured by the MPSS (r = .48).
Traumatic Events Inventory. (TEI;
Neighborhood Disorder Scale. (NDS; Ross & Mirowsky, 1999) . The NDS is a 15-item measure intended to assess the perceived physical and social disorder of participants' immediate environment. The scale distinguishes between physical and social order and disorder; however, Ross and Mirowsky (1999) found that overall perceived physical and social disorder represent one concept. Additionally, they found that disorder and order represented two ends of a continuum. The scale has demonstrated strong internal consistency (.92). For this study, we used a total score to create a continuous measure of perceived neighborhood disorder. The Cronbach's alpha for this sample is .89. Sampson et al., 1997; Simons, Simons, Burt, Brody, & Cutrona, 2005) . Many items for this 20-item scale were taken from the Family and Community Health Study's measure of collective efficacy (Simons et al., 2005) , which in turn was adapted from Sampson et al. (1997) . Several other items were adapted from the Social Ties Scale (Cutrona et al., 2000) . The scale contains items tapping social cohesion and trust, informal social ties, and neighborhood social control. Examples of items include, ''When there is a problem around here, the neighbors get together to deal with it,'' and, ''Parents in the neighborhood generally know each other.'' Sixteen items were rated as true or false. Three items were rated on the following scale: very likely, likely, unlikely, and very unlikely. Finally, 1 item (How easy is it for you to pick out people who are outsiders or who obviously don't live in this area?) was rated on the following scale: very easy, somewhat easy, somewhat difficult, and very difficult. For our sample, the Cronbach's alpha is .86.
Community Cohesion Scale. (CCS;

Results
As discussed, PTSD among low-income, predominately ethnic minority individuals remains an understudied phenomenon. We performed a one-way ANOVA to test whether significant differences existed between African Americans and other ethnic groups for the other demographic variables measured. Because the sample was 95% African American, we combined all other ethnic groups to increase the sample size of the comparison group. Significant differences were found, with other ethnic groups having completed significantly more schooling, F(1, 610) = 11.6, p = .001, and having experienced more adult traumas F(1, 610) = 4.7, p = .03. For this reason, we chose to exclude other ethnic groups and focus solely on African Americans. The subsample (N = 584) was 55.5% female, had an average age of 40.6 (SD = 13.6), and had an unemployment rate of 66.3%. The majority of the sample did not finish school or only graduated high school (68.7%). Accordingly, 39.3% had a household monthly income below $500, and 49.2% had a monthly income between $500 and $1,999.
Descriptive Statistics for Trauma, PTSD Symptoms, and Contextual Factors
Overall, individuals had either experienced or witnessed a high number of traumas as measured by the TEI. Table 1 shows the number of people who experienced or witnessed different traumatic stressors. There appeared to be significant variability in current PTSD symptoms (M = 10.7; SD = 12.0; range = 0-51). Additionally, the mean for the NDS was 32.9 (SD = 8.7; range = 15-60), and the mean for the CCS was 17.4 (SD = 6.9; range = 0-28).
Relationships Among Trauma, PTSD Symptoms, and Contextual Factors
To evaluate our prediction that perceived neighborhood and community cohesion would be related to PTSD symptomology, we first examined bivariate relationships among all relevant variables used for this study (see Table 2 ). As expected, all the measures were significantly correlated. We next used regressions to test a mediational model (Baron & Kenny, 1986 ) that posited community cohesion would significantly mediate the relationship between neighborhood disorder and PTSD symptoms (see Figure 1) . In these analyses, we partialled out variance due to age and trauma exposure. In line with the first step of meditational analyses, a regression established that neighborhood disorder was significantly predictive of PTSD symptoms, b = .14, t = 3.8, p < .001. A second regression demonstrated that neighborhood disorder was significantly predictive of community cohesion, b = ).45, t = 12.3, p < .001. In the final step of mediation analyses, the mediator variable (here, community cohesion) must significantly predict the outcome variable even while controlling for the effects of the primary predictor variable (here, neighborhood disorder). Indeed, community cohesion remained a significant predictor, b = ).13, t = 3.2, p = .001, whereas neighborhood disorder was only marginally significant, b = .08, t = 1.9, p = .058. Table 3 provides the detailed findings of this regression analysis. A Sobel (1982) Z-test confirmed that the mediating role of community cohesion was significant, Z = 2.41, p = .016.
Discussion
This is the first study to assess directly the associations of perceived neighborhood disorder and perceived community cohesion on self-reported PTSD symptoms. We found that both factors contributed to increased PTSD symptoms in a low-income, African American, urban population. Not only were perceived neighborhood disorder and community cohesion related to PTSD symptoms, but community cohesion was shown to significantly mediate the relationship between perceived neighborhood disorder and PTSD symptoms. Overall, our results are in accord with previous studies that have established a link between neighborhood and community factors and mental illness (Aneshensel & Sucoff, 1996; Browning & Cagney, 2003; Galea et al., 2006; Linares, 2004; Overstreet & Braun, 2000; Ross & Jang, 2000; Sampson & Lauritsen, 1994; Silver et al., 2002; Weich et al., 2002) . It is noteworthy that perceived neighborhood factors have a significant effect on the expression of PTSD symptoms in our sample even after controlling for the amount of trauma individuals have experienced.
What is especially important is that community cohesion appeared to have a mediating effect on the relationship between neighborhood disorder and PTSD symptoms, which replicates and expands upon Linares's (2004) findings. Specifically, social ties appear again to be an important buffer against the deleterious effects of living in a disordered neighborhood, and though Linares only examined the association of social ties and health outcomes among women, the effect held for a mixed-gender sample. In a study with a similar population, Obasaju et al. (2009) found that both neighborhood disorder and community cohesion moderated the relationship between childhood emotional abuse and intimate partner violence as an adult. However, Obasaju et al. did not test whether community cohesion may have mediated the relationship between neighborhood disorder and intimate partner violence. It may be the case that having a sense of community and strong social ties is more important than the physical characteristics of the neighborhood in preventing intimate partner violence. Women who have stronger social ties may be less likely to stay with an abusive partner because social isolation makes escaping more difficult. This study adds to the growing literature on the negative effects of concentrated neighborhood disadvantage. It is especially important because individuals living in these neighborhoods are more likely to experience further traumatic events, which likely further exacerbate PTSD symptoms. Additionally, individuals who experience more negative life events after a traumatic stressor are more likely to develop delayed PTSD (Adams & Boscarino, 2006) . Given the high rate of traumatic stressors in disadvantaged communities, including the higher likelihood of interpersonal violence, increased exposure to drugs, and financial stress, this may be an important causal factor for the high incidence of PTSD symptoms in our sample. However, since our data were not longitudinal, this remains an issue for further study.
Limitations
There were several limitations to the current study. First and foremost, we relied exclusively on self-report measures. Second, all of our data were collected concurrently; thus, data on trauma exposure are retrospective. It is possible that individuals with PTSD symptoms remember more traumatic experiences or interpret experiences as more traumatic than individuals without PTSD symptoms. To fully understand the relationship between contextual factors such as neighborhood and community disorder, trauma exposure, and PTSD symptoms, longitudinal data are needed. Given the homogeneity of the sample in terms of ethnic make-up, our data do not allow for an understanding of the role of race and social class. These variables are clearly important to a full understanding of social contextual factors and mental health.
Additionally, it must be noted that the sample consisted only of individuals who were seeking treatment at Grady Hospital. Thus, the sample excludes individuals who are not seeking medical care, as well as individuals who utilize other healthcare facilities. However, several studies now indicate that multiple trauma exposure across the lifespan is the rule rather than the exception in samples similar to the one in our study (e.g., low income, urban, high percentage of Black or Latino participants; Alim et al., 2006; Liebschutz et al., 2007; Schilling, Aseltine, & Gore, 2007) and that multiple trauma exposure is related to increased mental and physical health risk (Breslau, Chilcoat, Kessler, & Davis, 1999; Green et al., 2000; Schwartz et al., 2006) .
Conclusion
Individuals with PTSD have a fundamental lack of trust. In neighborhoods with visible evidence of crime and degradation, this lack of trust is likely to be exacerbated. Thus, symptoms of PTSD are likely to be worsened by cues in the environment. However, sense of community and social ties may increase trust and decrease hyperarousal. This may be one mechanism underlying the buffering role of community cohesion. Although it is undoubtedly important to address the physical characteristics of neighborhoods, the current study suggests that the most efficacious intervention point may be in fostering community ties. Intervening at the community level may lead to better health outcomes, less PTSD symptomology, and less disordered neighborhoods.
Understanding risk and resilience in response to multiple trauma exposure is of high public health importance. Despite the limitations of our study, we believe that it is an important step in incorporating social and contextual factors into the study of PTSD. Future research must extend these findings to other populations in order to better understand how to address these challenges. This study demonstrates intervening to treat PTSD at an individual level may not be enough. Instead, the problems of concentrated poverty and violence will need to be addressed at a more macro level, to decrease the near-epidemic levels of civilian PTSD within impoverished inner-city communities.
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